A 72-year-old, female patient presented with abdominal pain in the right flank for two days. Physical examination revealed pain at palpation and painful decompression, particularly in the right lower quadrant of the abdomen. The patient was afebrile and did not report diarrhea or vomiting episodes. Blood count revealed leukocytosis (11,900 cel/mm^3^), and the patient was submitted to abdominal computed tomography ([Figure 1](#f01){ref-type="fig"}).

![**A:** Abdominal computed tomography, coronal reconstruction. **B:** Axial section at the level of the pelvis.](rb-47-06-00XI-g01){#f01}

Image description
=================

**[Figure 1](#f01){ref-type="fig"}. A:** Coronal reconstruction demonstrated the extension of the appendix into an inguinal hernia at right (arrows), with infiltration of adjacent fat planes. **B:** Axial section identified a distended appendix with thickened walls (thin arrow) within an inguinal hernia at right, with the presence of adjacent focus of free gas (gross arrow).

**Diagnosis:** Amyand's hernia with perforated appendicitis.

COMMENTS
========

A series of recent publications in the Brazilian radiological literature have evaluated the role played by radiology in the study of the digestive tube and acute abdominal conditions^([@r01]-[@r08])^.

In the present case, a perforated appendix within the right inguinal canal was found during surgery. The patient underwent appendectomy with hernia repair and was discharged in four days.

The term Amyand's hernia is used as a vermiform appendix is found within an inguinal hernia. The incidence of appendix within a hernial sac ranges between 0.28 and 1%^([@r09])^, and in 0.13% it is inflamed^([@r10])^. Amyand's hernia is more prevalent in male individuals and presents bimodal distribution as regards age range, affecting principally neonates and patients above the age of 70^([@r09])^.

In most cases, the appendix is within an indirect inguinal hernia located at right, reflecting the usual position of the vermiform appendix. Amyand's hernia is rarely found in the left inguinal region. The most common clinical presentation is similar to the clinical condition of incarcerated hernia and for this reason the diagnosis is made during surgery^([@r11]-[@r15])^. In most of times, the patient presents with a painful mass in the inguinal region, possibly in association with vomiting. Fever and leukocytosis which are commonly found in cases of appendicitis are rarely observed^([@r16],[@r17])^.

The use of computed tomography facilitates the identification of inguinal hernias, and sagittal and coronal reconstructions are particularly useful for the visualization of a blind-ending tubular structure arising from the cecum and entering the inguinal canal, representing the vermiform appendix within the hernial sac^([@r16])^.

In addition to the evaluation of signs of appendix perforation such as peritonitis and extension of the inflammatory process into the abdominal cavity, it is essential to evaluate signs of appendicitis such as appendix wall thickening and infiltration of adjacent fat planes^([@r18],[@r19])^. Additionally, the presence of other associated processes such as abdominal tumors and masses must be assessed. In the presence of such findings, Losanoff et al.^([@r10],[@r21])^ have classified Amyand's hernias into four types. According to such a classification, each type of Amyand's hernia requires a specific surgical approach. In the presence of Amyand's hernia with a normal appendix (type I hernia), the surgical treatment is elective, aiming at reducing the hernia, either with or without appendectomy. The presence of appendicitis with inflammatory signs located in the hernial sac (type II hernia), generally are treated by means of hernia repair and appendectomy, possibly by inguinal approach. Appendicitis with signs of perforation, as well as the presence of peritonitis and intra-abdominal extension of the inflammatory process (type III hernia) is approached by means of laparotomy. The association with other abdominal conditions, such as tumor or abdominal masses (type IV hernia), requires an appropriate individualized approach. Thus, the recognition of such situations is essential for an appropriate management of cases.

Finally, Amyand's hernias are rarely found and commonly underdiagnosed. Computed tomography and reconstructions represent a highly useful tool for a correct diagnosis. The radiologist must recognize these situations, identifying the factors which change the classification and approach to these hernias.
